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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2022 - 12/31/2022
Anthem® BlueCross and BlueShield Coverage for: Individual + Family | Plan Type: PPO

Harrson County Government: Anthem Blue Access PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the
plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premiuam) will
be provided separately. This is only a summary. For more information about your coverage, orto geta copy of the complete terms .
of coverage, hitps:/ /eocanthem.com/ eocdps/fi. For general definitions of common terms, such as allowed amount, balance billing, coinsurance,
copavment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.cov/she glossary/ or call (833)

578-4441 to request a coOpy.

i

What is the overall
deductible?

$1,000/ person or $2,000/ family
for In-Network Providers.
$3,000/person or $6,000/ family
for Non-Network Providers.

Generally, you must pay all of the costs from providets up to the deducrible amount before
this plan begins to pay. If you have other family members on the plan, each family member
must meet their own individual deductible until the total amount of deductble expenses paid
by all family members meets the overall family deducrble.

Are there services
covered before you
meet your deductible?

Yes. Prmary Care Specialist
Visit Preventive Care for In-
Newwork Providers, Tier 1 Tier

2 Tier 3 Prescription Diruos for
In-Network and Non-Network
Providers.

This plan covers someitems and services even if you haven’t yet met the deducgble amount
But a copavment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https:/ /wyww.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for
specific services?

No.

You don't have to meet deductibles for specific services.
deductbles p

. What is the out-of-

$3,000/ person or $6,000/ family

pocket limit for this for In-Network Providers. other family members in this plan, they have to meet their own out-of-pocket imits untl the
plan? $6,000/ person or overall family out-of-pocket limit has been met.

$12,000/ family for Non-

Network Providers.

The out-of-pocketlimit is the most you could pay in a year for covered services. If you have

What is not included
in the cut-of-pocker
limit?

Premiums, balance-billing
charges, and health care this
plan doesn't cover.

Even though you pay these expenses, they dor’t count toward the out-of-pocketlimit.

Will you pay less if
you use a network

provider?

Yes, Blue Access. See
www.anthem.com or call (833)
578-4441 fora list of networlk

providers.

This plan uses a provider network, Youwill pay less if you use a provider in the plan’s
network. You will pay the most if you use an Queof-Network Provider, and you might
receive a bill from a provider for the difference between the provider’s charge and what your
plan pays (balance billing). Be aware, your getwork provider might use an Qutof-Network
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services.

Provider for some services (such as lab work). Check with your provider before you get

: Doyou need areferral

3 see a wwnm&um

No.

You can see the specialist you choose without a referral.

All copayment and coinsurance costs shown in this chart are after %och mwmﬁnﬁgw ‘has been met, ifa &m@ﬁoﬁgm p@m&wm-

Hunmbm@ care visit to treat an

$30 \ visit deductible does not

50% coinsurance none
injury orillness apply
I . 230 /visit deductble does not _ )
If you visit a:° Spedialist visit 830/ , | 50% gomsurance none
- apply W
.Hpmm:w care. - H W -
rovider's o mm,on i - You may have to pay for services
HN]‘I!IIO‘III ! 3 -
or, Q._bun o Preventve care/ screening/ o - | chat arent prevennve. Ask your
i mUmzZAton No charge 50% coinsurange | providerif the services needed
are preventive. Then check what
your plan will pay for.
LS TR Djaenostic test (x-ray, blood . . .
Ifvon has . n o Ewlmwxl (c-ray, No charge 50% commsurance Costs rnay vary by site of service.
i youn have a test. OIS

20% noﬁsncﬁﬁnn

50% cotmnsurance

Costs may vaty by site of service.

; Hm %oﬁ nmo& &:@m

-to treat your.

illness or -
.noa&ﬂom .
‘Moreinfo HBmmOb

: mvoﬁ Um@mnﬁwﬁoﬁ.
. w coverage s

available at"

Tﬂu\ / Qéé.bnﬁrm..,.
.9..8.5 I TE.S@QF..W

Tier 1 - Typically Generic

$10/ prescription, deductible
does not apply (retall and
home delivery)

50% coinsurance, deducdble
does not apply (retail) and Not
covered (home delivery)

$25/prescripton, deductible

Tier 2 - Typically Preferred does not apply (retail) and 50% goinsurance, deductible
Brand & Non-Preferred $60/ prescription, deductible | does notapply (retail) and Not
Generic Drugs does not apply thome covered thome delivery)
delivery)
$40/ prescripdon, deductible |
does not apply (reail) and | 50% coinsurance, deductble

Tier 3 - Typically Non-Preferred
Brand and Generic drugs

$100/ prescription, deductible

does not apply (retail) and Not

For more information, refer to
“Natonal Drug List” at

ym_wsn\ [wwwanthem.com /pharmm
acvinformation/ u

*See Prescription Drug section

does not apply (home covered (home delvery)
S delvery)
fyou have - Facility fee (e.g,, ambulatory 20% coinsarance 50% coinsurance none
..oﬁ»@mﬁoﬂn surgery center)
SUrgery: Physician/ surgeon fees 20% coinsugance 50% coinsurance Costs may vary by site of service. |

* For more information 2bout limitations and exceptions, see plan or policy document at https:/ /eoc.anthem.com/ eocdps/fi.
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I %OG 5@0&

immediate

‘medical attention

Emergency room cate

$200/visit deducible does not
apply

Covered as In-Neowotk

Copay waived if admitted.

FEmereency medical

transportation

20% coinsurance

Covered as In-Netwotk

| Non-emergency non-nerwork
- Ambulance Setvices are limited

to $50,000 per tip.

Urgent care

75/ visit deductible does not
apply

50% coinsurance

Nnone

. Ifyou WBBN

Facility fee (e.g., hospital room)

20% comsurance

50% coinsurance

60 days/benefit period for
Inpadent physical medicine,
rehabilitation including day

_wmmm:a stag rehabilitation programs.
- T . Physician/ surgeon fees 20% coinsurance 50% coinsurance none
Ifyouneed §30 \saﬁogw.mmwwmmﬁ dos ot Office Visit Office Visit
~mental health, .- Outpatient services T onoly 50% coinsutance none
behavioral health,. P Other mﬂ y stient Other Qutpatient Other Outpatient
- or substance - - 20% namnwmﬁmnn 50% goinsurance NOnE
abuse services.. Inpatient services 20% coinsurance 50% coinsurance none

Lo Office visits

20% coinsurance

50% coinsurance

Childbirth/ delivery professional

Maternity care may include tests

eye. care

Children’s dental check-up

.Hw w.oﬁ. are ; 20% coinsurance 50% coinsurance :
wuwmﬁn& e services and services descrbed elsewhere
L : R OE.&WR@\ delivery facity 20% coinsurance 50% coingurance in the SBC (e. ulrasound).
LI gervices
Home hezlth care 20% coinsurance 50% coinsurance 100 visits/benefit period.
S | Rehabilimation_services $30/ visit deductible does not 50% coinsurance ﬂ, . .
e apply Costs may vary by site of service.
Ifyou hmnm WWHM | Habilimtion services $30/visit deductible does not 509 coinsurance See Therapy Services section.
recovering or @ - apply .
+ have other sp moﬁb Skilled nuesing care 20% coinsurance 50% coinsurance 20 m.m<m\ Wmﬁmmﬁ petiod for skilled
health needs. nursing services.
: Durable medical equipment 20% coinsurance 50% colnsurance Mmm. urable m.w%o&
) = Equipmenr Section
conin e ] Hospice services WNo charge No charge none
If .%.o.ﬂn. child - Children’s eye exam Not covered Not covered one
“needs dental or - | Children’s glasses Not covered Not covered
R Not covered Not covered none

* For more information about limitatons and exceptions

>

see plan ot policy document at htips: / feocanthem.com /eocdns/ .

Page 3 of 11




Fxcluded Services & Other Covered Sexvices: .
"Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other

- excluded services.)

Cosmetic surgery
Dental Check-up
Hearing aids

Routne eye care (Adulf)

Bariatric surgery
Dental care (Pediatric)
Glasses fora child
Long-term care
Weight loss programs

Acupuncture

Dental care (Adult)

Eye exams fora child

Infertility treatment

Routine foot care unless medically
necessary

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Chiropractic care 12 visits/benefit period e Most coverage provided outside the e DPrivate-duty nursing 82 visits/benefit
United States. See period and 164 visits/lifetime.
www hebsglobalcore.com

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: State of Indiana Department of Insurance, 311 W. Washington Street, Suite 300, Indianapolis, Indiana 46204, (800) 622-4461, (317 252-2395,
www.ineov/idoi/3008.han, Department of Health and Human Services, Center for Consumer Information and Insurance Ovwersight, 1-877-267-2323
<6156, www.cdio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Matketplace, visit www.HealthCare gov or call 1-800-318-2596.

Vour Grievance and Appeals Rights: There ate agencies that can help if you have 2 complaint against your plan for a denfal of 2 claim. This complaint is
called a erievance or anpeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan
documents zlso provide complete information to submit a claim, appeal, ora grievance for any reason to your plan. For more information about your rights,
this notice, or assistance, contact

ATTN: Grievances and Appeals, P.O. Box 105568, Atlanta GA 30348-5568

Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, 1-877-267-2323 x61565, srwar.ccllo.Cms.gov

State of Indiana Department of Insurance, 311 W. Washington Street, Suite 300, Indianapolis, Indiana 46204, (800) 622-4461, (317) 232-2395,

www.ineov/idol/ 3008 hon

Daoes this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health nsurance available through the Marketplace or other individual market policies, Medicare,
Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be cligible for the

premium tax credit.

* For more information about limitations and exceptions, see plan or policy document at https:/ /eecanthem.com/ cocdps/fi.
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Does this plan meet the Minitmim Value Standards? Yes
If your plan doeso’t meet the Minimum Value Srandards, you may be eligible for a premium tas credit to help you pay for 2 plan through the Marketplace.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see plan or policy document at hups:/ /eocanthem.com/cocdps/fi.
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About these Coverage Examples:

coverage.

H'his is not a cost estimator. Treatmeats shown are just examples of how this plan might cover medical care. Your actual costs will
be different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost
charing amounts (deductibles, copavments and coinsurance) and excluded services under the plan. Use this informatdon to compare
the portion of costs you might pay under different health plans. Please note these coverage examples are based on self-only

¥ The plan’s overall deductible $1,000
B Specialist copavment $30
B Hospital (facility) coinsurance 20%
# Other coinsurance 20%

This EXAMPLE event includes services
like:

Specialist office visits {prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

H The plan’s overall deductible $1,000
® Specialist copayrment $30

8 Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services

like:
Primary care physician office visits (fnsuding

disease edncation)
Diagmnostic tests (blod work)

B The plan’s overall deductible $1,000
# Specialist copavment $30

W Hospital (facility) coinsurance 20%
B Other cofmsurance 20%

This EXAMPLE event includes services
like:

Emergency room care (nchuding medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (orufjes)

Rehabilitation services (physical therapy)

Diagnostic tests (whrasonnds and blood work) Prescription drugs
Specialist visit {anesthesia) Durable medical equipment (ghuose meter)
Total Example Cost - . $12,700 “Total Exarple Cost o0 :$5,600° Total Example Cost T 82,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibies $1,000 Deductibles 80 Deductibles $1,000
Copavments $0  Copayments $1,200 Copayments 400
Coinsurance $2,000  Coinsurance . $0  Coinsurance $100
WWhat st covered What fsw’f covered WWhat isn’t covered
Limits or exchusions . $60  Limits or exclusions . $20 Limits or exclusions %0
“The total Peg wouldpayis. | $3,060 The fotalJoewouldpayis | $1,220 ~TheitotalMiawouldpayis = §1,500

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Language Access Services:

(TTY/TDD: 711)

Albanian (Shqip): Nése keni pyetie né lidhje me kété dokument, keni 1€ drejté & merrni falas ndibmé dhe informacion né gjubén tuaj. Pér 2 kontzktuar me
njé pétkthyes, telefononi (833) 578-4441

Ambaric (RPICE): NAHU N1E MIT@I® R PE NAPT NP K12 ACSH AT LUT A4S NIR PA97TH AF AAPT= ANTLATL ATIGIC (833) 578-
4441 BRM-fox

. (833) 578-4441 o Jeadl can o M uandll BiBe 50 il Sie glaall g Sambucdl (o Jpomnll ol Gad sl 18 S St i bl ST 1(3 =]l Arabic
Armenian (huytpkl). Bpk ugu thunnnwpnph bn Guogluws hupgbp oulibp, nup pponjmip mbbp winjfwp wowburg oglmipymi It
unbnEummpimb A (bqed Pupgquubyh hian jumime hudfop qubqubwpbp binlyug hbowunuuthurlwpm]  (833) 578-4441:

Bassa (‘Bis5) Wiidii): M dyi dyi-die-dz b& bédé b4 cée-d& nia ke dyi nf, o md ni dyi-b&dEin-dz bEm ké gbo-kpa-kpa ke b5 kp3 dé m Hidi-widulin
86 pidyi. B th ké wudu-ziin-nyd 4o gbo wlad ke, 4 (833) 578-4441.

Bengali (ATEFT): A B RreEs RNE IPAR (FTE 2 I3, SRE AP S Ry SRR oK 8 B3 eI ANTH SR <l
IFEH (FEIAIT AW FAT FE T (833) 578-4441 -(8 FF $PH)

Burmese (fg§en): oforgadencndigd oodaoade)aodopl cofgacSoosSyp:§don sagodmecoaiypisé ool meclryieg cuepecdd
cofomameoniss qualsad oo8ozd §dlopdioomigs o8 ooclpSEas ¢ (833) 578-4441 23 ealadcln

Chinese () : MNBMHAXABETTERE - FEREACHES2EECHINER - IREZFRBE - FHEE3D) 578441,

Dinka (Dinka): Na nog thiéc né ke de vé thor€, ke Tin noy log bé vikuont ku wer aléu be geer vic vin ne thog du ke cin wéu téiug ke pint. Te kor vin
ba jam wéng ran ve thok gervic, ke vin ¢l (833) 578-4441.

Dutch (Nederlands): Bif vragen over dit document hebt u recht op hulp en informatie in uw taal zonder bijkomende kosten. Als u een tolk wilt spreken,
belt u (833) 578-4441.

2 G3de 15 SaS 5 Sledbl 45 251 1o Fo 2! edyt s i Sl Gl pan dt 3 48 Sose 52 T {w LS) Farsi
-y e LaS (833) 578-4441 aatad Lo @@ l3d popios Ko Ly 28538 sl - faiSailays glisosls gha) 4o sl by
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Language Access Services:
French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement 2 ces informations et 2 une aide dans votre

langue. Pour parler 4 un interpréte, appelez le (833) 578-4441.

German (Deutsch): Wenn Sie Fragen zu diesem Dokument haben, haben Sie Anspruch auf kostenfreic Hilfe und Information in Threr Sprache. Um mit
einem Dolmetscher zu sprechen, bitte wihlen Sie (833) 578-4441.

Greek (EAmvind) Av éyete ToyOv cmopiec oyeTo [ie 10 Txpdy §yyeuwo, éxste To Snmdwpor vor MdBete Borfei xa TAnpopopies oY YAboox oug Swoedy. 1o v

wioets pe wdmolov Biepunvén, Thegwviote oo (833) 578-4441.

Gujarati LU %) 211 21189 243 U 515U YUY 1L ), SIEURL R AR 21Ul eiMl Hee 2l HilEdl Radaisl die 24fdsR 2
c@LNAL A9 dlld sl HI2, 514 53] (833) 578-4441. -

Haitian Creole (Kreydl Ayisyen): Si ougen nenpdt kesyon sou dokiman sa &, ou gen dwa pou jwenn &d ak enfémasyon nan laag ou gratis. Pou pale ak yon
entéprét, rele (833) 578-4441.

Hindi (FE8)): 31K 319% I 59 ¢Earae & aX & S5 UL, AT TR fa-2 e TS ST 7 3R ARy U FT S A AFR B
CETIT ST FeT & (AT, Sl H(B33) 578-4441 I

Hmong (White Hmong): Yog tias koj muaj lus nug dab tsi ntsig txog daim ntawv no, koj muaj cat tau txais kev pab thizb lus ghia hais va koj hom lus yam
tsim xam tus ngi. Txhawm rau tham nrog tus neeg txhais Ius, hu xov tooj rau (833) 578-4441.

Igbo (Igbo): O bur una i nwere ajuitt ¢ bula gbasara akwukwoa, i nwrere Tike inweta enyemaka na oz n'asysy gina akwught ugwo © bula. Ka gl na okowa
okwu kwuo okwu, kpoo (833) 578-4441.

Ilokano (Hokano): Nuaddaan ka it aniaman a saladsod panggep iti daytoy a dokumento, adda karbengam 2 makaala tulong ken impormasyon babaen t
lenguzhem nga awan d bayad na. Tapno makatungtong i maysa nga tagipatarus, awagand (833) 578-4441.

Indonesian (Bahasa Indonesia): Jika Anda memiliki pertanyaan mengenai dokumen ini, Anda memilisd hak untuk mendapatkan bannuan dan informasi
dalam bahasa Anda tanpa biaya. Untuk berbicara dengan interpreter kami, hubungi (833) 578-4441.

Italian (Italiano): In caso dieventuali domande sul presente documento, hz il diritto di ricevere assistenza e informazioni nella sua lingua senza alcun cosw
agginntivo. Per parlare con un intetprete, chiami il numero (833) 578-4441

7. BERCEETICE (833) 578-4441 CHEEICEL,
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Language Access Services:

Khmer (381): WigmmsimnnEs)asdannnns: gaoisoss el S SHOSENSMAMIIUUHME WSS ST

R

1SR TN A I RURMITL IEUTIE33) 578-4441 y

Kitundi (Kirundi): Ugize ikibazo ico arico cose kuti iyi nyandiko, ufise uburenganzira bwo kuronka ubufasha mu rurimi rwawe ata giciro. Kugira uvugishe
umusemuz, akura (833) 578-4441.

Korean (3H20]): 2 SA{0f T oftE{st So|AIEOIEIE Qg A2, 7St AlE Bt 8ot 02 22 =8 R FEE 2 27t
Ol LICH E AR O[OF7|8Fa] B (833) 578-4441 2 E2 SHIAL

Lao (w929299): o Somoulogryoriucenand, tmbSoldsuscingoncde was S2uucinwizrzeguinniosleeea.
(BelsSuriudincctwzs, (lnma (833) 578-4441.

Navajo (Diné): Dii naaltsoos bild'igh Iahgo bina'idilkidgo ni bohénéedzi d6o bee ahéot'i’ €24 ni nizaad K ehji bee nit hodoonih t'aadoo badh ilinigoo.
Atfa’ halne’iofi 1a° bich'{’ hadeesdzih ninizingo koji’ hodiilnih (833) 578-4441.

Nepali (@qTel): Al 47 BEEHATL mﬂ%m#w%ﬁuimémﬂ,ﬁ# ST STITAT T39[7F Fgd T T4T STAHTA T 3 918 % qUiEas )
SYSITSERT FT THAHT ATRI, FZT e a1 (833) 578-4441

Oromo (Oromifaa): Sanadi kanaz wajiin walgabaate gaffi kamiyuu yoo gabdun tanaan, Gargaarsa argachuu fi odeeffanco afaan ketiin kaffalti alla argachuuf
mirgaa qabdaa. Turjumaana dubaachuuf, (833) 578-4441 bilbilla.

Pennsyivania Dutch (Deitsch): Wann du Frooge iwwer selle Document hoscht, duboscht die Recht um Helfe un Information zu grege in dei Schprooch
mitaus Koscht. Um mit en Iwwersetze zu schwetze, ruff (833) 578-4441 aa.

Polish (polski): W przypadiu jakichkolwiek pytaft zwigzanych z ninjejszym dokumentem masz prawo do bezplatnego uzyskania pomocy oraz informacji w
swoim jezyku. Aby porozmawiaé z thumaczem, zadzwor pod numer (833) 578-4441.

Portuguese (Portugués): Se tiver quaisquer dividas acerca deste documento, tem o direito de solicitar ajuda e informagBes no seu idioma, sem qualquer
custo. Para falar com um intérprete, ligue para (833) 578-4441.

Punjabi ?wq%u"nm@%@mmﬁm&ﬂm@%%ﬂ@ﬁm@mm%mm@wmmmmmmsﬂ%gmdxmms@%w%% YUz a95 = wfiarg ger
3| B TT AR 575 9% TI5 BE(833) 578-4441 3T II]
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Langnage Access Services:
Romanian (Romén#): Daci aveli intrebid referitozre la acest document, aveli dreptul si poimifi ajutor $iinformath in mba dumnesvoastrd in mod

gratuit Pentrua v adresz unwm interpret, contactafitelefonic (833) 578-4441.

Russian (PyCCKHI): €CAH T BAC €CTh KAKHe-\100 BOMPOCH B OTHOMEHNE AAHHCTO AOKTMEHTS, BEl FACETE IIPABO HA OECILMATHOE IOATIEHREE TOMOITE B

D OPMAIIE H2 B4THEM S3RKC. UTOOH CBI3ATHCL ¢ VCTEEIM MEPEBOATHKOM, TO3BOHETE I0 Tew.  (833) 578-4441.

Samoan (Samoa): Afai e iai ri ou fesili e uiga ilenei tusi, e iai lou %ia e mauva se fesoasoani ma faamartalaga i lou lava gagana ¢ aunoa ma se totogi. Ina ia
talanoa i se tagata faalilin, vili (833) 578-4441.

Serbian (Srpski): Ukoliko imate bilo kakvih pitanja u vezi sa ovim dokumentom, imate pravo da dobijete pomodéiinformacie na vadem jeziku bez fkakvih
rogkova. Za razgovor sa prevodiocem, pozovite (833) 578-4441.

Spanish (Espafiol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacién en su idioma, sin costos. Para hablar con un
intérprete, llame al (833) 578-4441.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan kang humingi ng tulong at impormasyon sa
iyong wika nang walang bayad. Makipag-~usap sa isang tagapagpaliwanag, tawagan ang (833) 578-4441.

Thai (e vavinudemaulan inmdumanssatiud vinufidninaslafuanumamdauaziayalumnmaasvilesliddalddn 1aaTng
(833) 578-4441 \WaWAALAUAN

Ukrainian (YkpaimceKa): SKII0 T BAC BHEUKAIOTh 3ATATANEN 3 OPEBOAT IIbOIO AOKTMEHTE, BH MAETE IPABO SE3KOIITOBHO OTPHMATH ACTIOMOTT #
IBCOPMATIEO FAMIOIO PIAHOO MOBOK0. 11106 OTPIMATH TOCATTH HePEKAdAATa, 31T ehOBTHTE 32 BOMEPOAT (833) 578-4441.

I\Ih \Ibt—mbrn.kwu...(.wbﬁu;m..!\.ﬂmrwrbw? rm.VFM.DI.Cm ﬂtb_pﬂn_k.mwu.bh...wb(m.h el g Plhm......."._.mm § L_(P..rmm:mm~.m..u."mtmb g ..\..l.m ....muﬁrkbr\&(f@ “A.mh;\.dﬂhﬂﬁ
- S JE u (833) 578-4441 (et

Vietnamese (Tiéng Viét): Néu quj vi c6 bitky thic mécnio vé i idu ndy, qui vi c6 quyén nhin su trg gitp vA théng tin bang ngdn ngft clia quy vi hoin
todn mién phi. PE trao d6i voi mor théng dich vién, hiy goi (833) 578-4441.

¥ TV Y T™MID P IR OO TR PR UTYANINOI'R OUT [UBIEZND 1Y OV T 1R OXD BIUAITRT QYT AVl NI7RY ORD YR 2R (FT'R) (Yiddish)
. (833) 578-4441 USIN WXYTWAR X

Yoruba (Yorubd): T1 o bd ni évikérii 1béré nipa akosile TH, ¢ ni €10 14ti gha irdinwo it inifin ni 8dé re Igfee. B4 wa dgbifo kan sqro, pe (833) 578-4441.
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Language Access Services:
It’s important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activides. We don’t discriminate, exclude people, or treat them differently on the
basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer free aids and services. For people whose primary language iso’t
English, we offer free language assistance services through interpreters and other wiritten languages. Interested in these services? Call the Member Services
rumber on your ID card for help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, colot, national origin, age,
disability, or sex, you can file a complaint, also known 23 a grievance. You can file a complaint with our Compliance Coordinator in wridng to Compliance
Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279, Oryou can file a complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights 2t 200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 oz by calling 1-800-368-
1019 (IDD: 1- 800-537-7697) ot online at hitps: ortal/lobbyv.isf. Complaint forms are available at

http:/ /www.hhs.gov/ocr/office/file/index.hmml
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